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We usually find low levels of fitness condition affect other aspects of living for people with ID like dependency in
carrying out activivities of daily living. Therefore we find high levels of dependency in activities of daily living due to
poor fitness condition. The aim of the study is to explore the criterion validity of the Barthel index with a physical
fitness test. An observational cross-sectional study was conducted. Data from the Barthel index and a physical fitness
test were measured in 122 adults with intellectual disability. The data were analysed to find out the relationship
between four categories of the physical fitness test and the Barthel index. It needs to be stressed that the correlations
between the Barthel index and leg, abdominal and arm strength can confirm that these physical test are predictive of
the Barthel index. The correlations between the balance variables as functional reach and single-leg stance with eyes
open shown relationships with Barthel Index. We found important correlations between the physical fitness test and
the Barthel index, so we can affirm that some physical fitness features are predictor variables of the Barthel index.
Keywords: Intellectual disability; Physical fitness test; Physical fitness; Physical condition; Barthel index; RelationshipsBackground
There are studies that affirm that people with intellectual
disability (ID) can’t do enough physical activity (PA) to
obtain a beneficial effect for their health (Carmeli et al.
2002; Cuesta-Vargas et al. 2011; van Schijndel-Speet et al.
2014) because they found a lot of barriers to do physical
activity (lack of social support and lack of clear policies for
engaging in regular activity) (Bodde and Seo 2009; Mahy
et al. 2010), so we know there is a lower physical fitness level
in this population compared to the general population
(Temple et al. 2006). PA provides many benefits to people
with intellectual disability helping to reduce the risk of
hypertension, coronary heart disease, stroke, diabetes, breast
cancer and colon cancer, depression and falls, and is a key
to energy balance and weight control (Takahashi et al.
2012). People with ID do not do enough physical activity so
we find a reduction of their aerobic condition and neuro-
muscular profile (Wu et al. 2010). Physical activity is import-
ant for the increase of aspects of physical function, which* Correspondence: acuesta.var@gmail.com
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distribution, and reproduction in any medium,allows the performance of more integrated functional tasks
(Shields et al. 2013) such as muscle strength and power,
balance, flexibility, or aerobic condition (Taylor et al. 2004).
We usually find low levels of fitness condition affect
other aspects of living for people with ID, like exercising
self-efficacy, and life satisfaction (Heller and Sorensen
2013), and includes dependency in carrying out activities
of daily living (ADL). Therefore we find high levels of
dependency in ADL due to poor fitness condition
(Maring et al. 2013). Independency is the basic capacity of
persons to care for themselves and to set common daily
activities with higher levels of performance (Lin et al. 2013).
The Barthel Index (BI) is an ordinal scale used
to measure performance in ADL (Cid-Ruzafa and Damián-
Moreno 1997), this scale has been used in people with in-
tellectual disabilities (Hilgenkamp et al. 2011; Chou et al.
2013; Maring et al. 2013) and similar scales have been used
in other studies to measure dependency in people with ID
(Carmeli et al. 2012), usually finding low values of depend-
ency in ADL (Carmeli et al. 2012; Maring et al. 2013).
There is relation between a high level of dependency in
ADL and mobility (Hilgenkamp et al. 2012) and in other
studies they have found a significant relationship between a
functional test and dependency in ADL (Maring et al. 2013).see Springer. This is an Open Access article distributed under the terms of the
reativecommons.org/licenses/by/4.0), which permits unrestricted use,
provided the original work is properly credited.
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between Barthel Index with physical tests in adults
with intellectual disabilities. Our hypothesis is that the
physical fitness tests will have a moderate relationship
with Barthel index.
Materials and methods
Design
This study is an observational cross-sectional study
to discover the relationship between Barthel Index
with physical fitness tests in adults with intellectual
disabilities.
Participants
The sample was 122 persons between 18 and 65 years old
(37,96 ± 9,54) with ID (73 men and 48 women). The
sample was recruited from the III National Special
Olympics Championships (Madrid, Spain).
They had to be able to read and write in order to
answer the questions and they had to be free of any
disease that would prevent them from undertaking a
physical activity. They have not any comorbid psychiatric
or another disease.
Before starting the investigation we have guaranteed
participants the protection of confidential information
obtained from them [Law 15/1999 Protection of Personal
Data]. Informed consent was obtained from all subjects,
and study procedures were consistent with the Helsinki
declaration.
Procedure
Ten physiotherapists trained for this evaluation, two
occupational therapists and one assistant measured the
PFT and the BI.
All samples were evaluated with the BI and the PFT,
both scales were explained to the patients and the scales
were repeated if the participants did not understand; if a
patient could not give us information about themselves,
we asked a carer or a relative. We obtained demographic
data of the sample too.
The PFT was explained repeatedly with the researcher
showing how the test was done to facilitate understanding.
Outcome measures
To measure physical condition we also reviewed the
Fun-fitness programme test, Special Olympics (PFT);
with this programme we could learn about the physical
condition of the patients and help them with suggestions
on how to improve their physical condition and to avoid
injuries. When this test is performed, all participants
receive information about their physical profile, and
recommendations on how to increase their physical
qualities (www.specialolympics.com). In our study wemeasured 12 items which cover strength, aerobic condition,
balance and flexibility in the sample:
Passive knee extension (PKE)
The participant was positioned supine on a treatment
table with hip and knee flexed at 90°. The passive knee
extension was measured using a goniometer, with the
fulcrum placed over the lateral femoral epicondyle and
its arms in the direction of the greater trochanter and
lateral malleolus respectively. Their ankle remained in a
neutral position or in plantar flexion. If the knee went
fully extended, the final value was recorded as 0°. If the
knee did not extend, the value was recorded as negative
(e.g., −40°). If the knee went beyond the fully straight
position into hyperextension, the value was recorded as
positive (e.g., +5°). The reliability of the PKE test was ex-
plored and compared with other clinical tests for assessing
hamstring muscle as proposed by Gajdoski et al. (1993).
Calf Muscle Flexibility (CMF)
The participant was positioned supine on a table, with
the hip and knee on the side to be measured in as much
extension as possible. The fulcrum of the goniometer was
placed over the lateral malleolus, with one of its arms in the
direction of the fibular head and the other one in parallel to
the lateral midline of the fifth metatarsal. Their ankle was
passively dorsiflexed and its angle measured while their
knee remained in extension. If the participant could not
reach neutral position, the angle was recorded as negative
(e.g., −10°). If the participant went beyond neutral, it was
recorded as positive (e.g., +10°). If the participant only
reached neutral, it was recorded as 0°. The reliability of this
test can be found in Ekstrand et al. (1982).
Anterior Hip Flexibility (AHF)
The participant was positioned supine on a table, both
hips flexed to 90°. The hip to be measured was flexed up
to 100° with a hand beneath the lower back to ensure
that it remained flattened. Opposite hip was kept at 90° and
not allowed to move into extension during the test. The
fulcrum of the goniometer was placed over the greater
trochanter, with its arms aligned with the lateral midline of
the pelvis and with the lateral midline of the femur respect-
ively. The degrees of extension between the pelvis and thigh
were measured before the pelvis began to move forward. If
the thigh lowered to the table surface, the result was
recorded as 0°. If the thigh did not reach the table, the angle
was recorded as negative (e.g., −25°). The reliability of this
test can be found in Ekstrand et al. (1982).
Functional shoulder rotation (FSR) (Apley’s Scratch Test)
The participant stood or was seated facing the back of a
chair. The participant was instructed to reach one arm
behind the head and down the back, while the other
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participant was instructed to “try to touch their index
fingers together.” A tape measure was used to measure the
distance in cm between the index fingers in this position
(one arm was in flexion/abduction/lateral rotation; the
other was in extension/adduction/ medial rotation). The
arm on top defined the recorded side (i.e., left arm
on top = left; right arm on top = right). If the fingertips
touched, the distance was recorded as 0. If the fingertips
could not touch, the separation was recorded as negative
(e.g., 15.2 cm). If the fingers overlap, the overlap was re-
corded as positive (e.g., +2.5 cm). The FSR is a reproducible
measure of upper extremity function task that was validated
in people with disabilities. The reliability of this test can be
found in (Edwards et al. 2002; Boström et al. 1991).
The Timed-Stands Test (TST)
The timed-stands test was the method to quantify
functional lower extremity muscle strength (hip and
knee extension). The test requires the participant to
complete 10 full stands from a seated position as
quickly as possible without the use of their arms. The
participant was seated in a firm straight-backed chair with
the elbows flexed to 90° during the test. The participant
had to stand 10 times as quickly as possible and the time to
perform the task in minutes and seconds was recorded. If
the participant could not perform 10 repetitions, the num-
ber of repetitions and the time taken was recorded. The
TST is a reproducible measure of lower extremity function
that was validated in people with disabilities. The reliability
of this test can be found in Newcomer et al. (1993).
Partial Sit-Up Test (PSUT)
The partial sit-up test was the method to quantify
abdominal muscle strength/endurance. The test requires
the participant to complete as many sit-ups as possible
from a supine position in one minute. The participant was
positioned supine on a table or mat, with the legs placed
on a chair or stool to keep their hips and knees bent at
90°. Their arms were placed straight out in front of the
chest with the elbows extended during the entire test.
Test-retest reliability and validity was established in a
previous study (Faulkner et al. 1989).
Seated Push-Up (SPU)
The seated push-up test is a method of assessing the
strength of the triceps, shoulder and scapular muscles.
The test involves pushing the body up out of a seated
position, and slowly lowering it back into the seat. The
participant was placed with the knees out straight and
the heels resting on the floor or table. The participant
had to push their body up from the table or floor until
the elbows were straight, held for 20 seconds and
then slowly lowered back into the seat. The reliability ofrevised push-up test protocol in people without disabilities
was 0.80 to 0.96 (Hong et al. 2011).
HandGrip Test (HGT)
The handgrip test is a standardized method for assessing
strength of the hand and forearm muscles, as it has been
correlated to upper extremity function. The test involved
completing three grips on each side (preferred and non
preferred hand) and recording the better of the three trials
using an adjustable handgrip dynamometer. The participant
had to keep the arm and hand at the side with the elbow
bent at 90° while squeezing as forcefully as possible. The
handgrip dynamometer have being found to be highly
reliable (ICC = 0.98) and valid (ICC = 0.99) for measuring
handgrip strength (Bellace et al. 2000).
Single-Leg Stance With Eyes Opened (SLSEO)
The single-leg stance test with eyes open is designed to
assess balance with the assistance of visual cues. The test
required the participant to stand on one leg with the
eyes open. Balance must be maintained as long as
possible. The arms were placed at the sides with elbows
slightly flexed during the test. The test continued until
participant lost balance, or put the other foot down
(maximum time was 30 seconds). Interclass correlation
coefficients were moderate to excellent (0.41 to 0.91)
(Birmingham 2000).
Single-Leg Stance With Eyes Closed (SLSEC)
The single-leg stance test with eyes closed is similar to
the previous one but without the assistance of visual
cues, so the particpant’s eyes are kept closed or covered
with a blindfold. Interclass correlation coefficients were
moderate to excellent (0.41 to 0.91) suggesting that the
standing balance tests are appropriate for distinguishing
among group performances (Birmingham 2000).
Functional Reach Test (FRT)
The test requires the participant to reach forward beyond
the length of his/her arm without loss of balance.
The participant was on two legs, positioned shoulder
width apart (or seated if the participant could not
stand). The participant was requested to lift one arm
up to 90°, forward flexion and extend fingers. Test-retest
reliability and validity was established in a previous study
(Duncan et al. 1990).
Two-minute step test (2MST)
Pre-exercise resting heart rate (RHR) was recorded
with the participant seated before the test and again
two-minute after the test is finished (2MAF). The
participant was located next to a wall, and the minimum
stepping height for the participant was marked. The test
required a running tape measure from the iliac crest to
Table 1 Characteristics of participants
Mean (standar deviation)
Size (m) 1,62 (0,12)
Weight (kg) 76,87 (15,30)
BMI 29,36 (5,05)
BI 94,11 (18,16)
FRT (cm) 33,90 (9,98)
SLSEO(s) 12,87 (10,7)
SLSEC(s) 3,94 (5,59)
PKE_R (°) −22,14 (15,81)
PKE_L(°) −22,96 (15,78)
CMF_R(°) 5,77 (9,79)
CMF_L(°) 5,28 (10,15)
AHF_R(°) −5,95 (5,59)
AHF_L(°) −6,57 (6,51)
FSR_R(cm) −10,77 (12,82)
FRS_L(cm) −13,24 (13,98)
TST(s) 22,05 (13,82)
PSUT(repetition/1 m) 28,18 (11,71)
SPU(s) 12,21 (8,47)
HGT(kg) 25,1267 (11,3)
2MEST_BE(bpm) 83,80 (13,53)
2MEST_AE(bpm) 121,02 (21,56)
2MEST_2MA(bpm) 87,47 (16,45)
N = 122.
BMI: Body mass index; FRT: Functional reach test; TUG: Timed up and go;
SLSEO: Single-leg stance with opened eyes; SLSEC: Single-leg stance with closed
eyes; PKE_R: Right passive knee extension; PKE_L: Left passive knee extension;
CMF_R: Right calf muscle flexibility; CMF_L: Left calf muscle flexibility; AHF_R:
Right anterior hip flexibility; AHF_L: Left anterior hip flexibility; FSR_R: Right
functional shoulder rotation; FSR_L: Left functional shoulder rotation; TST:
Time-stands test; PSUT: Partial sit-up test; SPU: Seated push-up; HGT: Handgrip
test; 2MEST_BE: Two-minute step test_before exercise; 2MEST_AE: Two-minute
step test_before exercise; 2MEST_2MA: Two-minute step test_2 minute after.
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tape. This mark was transferred to the wall. The participant
was requested to march for a maximum of two minutes,
bringing each knee alternatively up to the tape mark in the
wall. The number of times that the participant touched the
tape with the right knee was recorded. The 2MST showed
an acceptable reliability (0.63) (Burnstein et al. 2011;
Brooks et al. 2002).
To measure the level of dependency we used the
Barthel index (Spanish version); this index provided us
with quantitative information about the level of depend-
ency, measuring the execution of ten daily life activities
(Reliability of original version 0.86-0.92) (Cid-Ruzafa and
Damián-Moreno 1997). Translated from the original
version (Mahoney and Barthel 1965).
Data analysis
We grouped the functional test into four categories:
balance, flexibility, strength and aerobic condition for
the better understanding and analysis of the data. The
assignment was done in a similar way as Cuesta-Vargas
(Cuesta-Vargas et al. 2013).
To check the homogeneity of the sample we carried out
the Kolmogorov-Smirnov test to divide it into parametric
and nonparametric measures. Mean and standard
deviations of 95% confidence intervals of the values
were calculated for each variable. A P-value < 0.05 was
considered statistically significant.
We established a low correlation r ≤ 0.3; medium
correlation r > 0.3 r ≤ 0.6 and high correlation r > 0.6
(Portney and Watkins 2009). Data was analysed using
the SPSS package (version 19.0).
Results
Descriptive results are presented in Table 1.
Correlations are presented in Table 2. We can see
correlations of the physical fitness tests with the Barthel
index. It needs to be stressed that the correlations between
the Barthel index and leg strength (TST), abdominal
(PSUT) and Seated Push-Up (SPU) are the highest
relationship with Barthel index. Relationship with others
physical fitness test are lower and not significant.
Discussion
This study was developed to know the relationship
between the BI with PFT in people with intellectual
disability. In the literature we found a study that
found that correlations between balance and the BI
are high in people with intellectual disability (r = 0.67)
(Maring et al. 2013), but in this study the correlation
is less (r ≈ 0.175). On the other hand, in adults with
different disabilities the correlation between balance
and the BI are less than in our study (Prata and
Scheicher 2012). However, the most important is theresults found by Maring (Maring et al. 2013) because
the sample is similar to ours, although in this study
they measured balance with the Tinetti Performance
Oriented Mobility Assesment (POMA I) scale. The
contrary happens if we analyse results in the flexibility
categories.
Our study is the first that we know of that analyses the
relationship between flexibility and level of dependency as
we have not found any similar studies in the literature; with
our results we can confirm that there is a low correlation
between a functional test to measure flexibility and the BI.
On the other hand, contrary to flexibility, the results of
the correlation between the BI and strength are similar
to another study of people with intellectual disability,
although in this study we find a higher correlation
(Carmeli et al. 2012). This study is similar to ours because
in this study they measured leg strength and hand strength
with the Hand Grip test. There is a big difference between
Table 2 Correlations (Pearson r) between measures of dependency and physical fitness test
Balance Flexibility
FRT SLSEO SLSEC PKE_R PKE_L CMF_R CMF_L AHF_R AHF_L FSR_R FSR_L
BI ,191* ,193* ,143 -,040 ,071 -,095 -,045 -,143 -,032 ,081 -,102
Strenght Aerobic condition
TST PSUT SPU HGT 2MEST_BE 2MEST_AE 2MEST_2MA
BI -,258** ,255** ,219* ,103 -,122 ,052 -,087
BI: Barthel index; FRT: Functional reach test; SLSEO: Single-leg stance with opened eyes; SLSEC: Single-leg stance with closed eyes; PKE_R: Right passive knee
extension; PKE_L: Left passive knee extension; CMF_R: Right calf muscle flexibility; CMF_L: Left calf muscle flexibility; AHF_R: Right anterior hip flexibility; AHF_L:
Left anterior hip flexibility; FSR_R: Right functional shoulder rotation; FSR_L: Left functional shoulder rotation; TST: Time-stands test; PSUT: Partial sit-up test; SPU:
Seated push-up; HGT: Handgrip test; 2MEST_BE: Two-minute step test_before exercise; 2MEST_AE: Two-minute step test_before exercise; 2MEST_2MA: Two-minute
step test_2 minute after.
*. r < 0,05.
**. r < 0,01.
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study the correlation with level of dependency is r = 0.103,
but in Carmeli et al.’s study (Carmeli et al. 2012) r = 0.43;
this could be due to the different measures of the level of
dependency between the BI and the Katz index. Similar
results are obtained if we compare the results of aerobic
condition with other studies.
We did not find studies analysing the relationship
between aerobic condition and the BI, but we can
affirm that there is a low negative correlation that did
not confirm the results of a similar study with people
with intellectual disability (Carmeli et al. 2006). In this
study, they used the BI to measure level of dependency in
activities of daily living, but to measure aerobic condition
they used SpO2%.
Four categories were formed using the PFT of FunFitness.
These functional tests have been measured in other studies
of people with ID, and we have confirmed that data
obtained in the functional test in our study are similar to
other similar studies (Cuesta-Vargas et al. 2011).
We can confirm data obtained with the BI to measure
level of dependency too; in our study we found similar re-
sults to others that have measured levels of dependency
with the BI (Maring et al. 2013; Hilgenkamp et al. 2011).
The strength of our study is the heterogeneous sample;
our sample had a similar number of men and women and
a large database because we have measured all functional
tests that take a lot of time to measure.
The main weaknesses is that to our knowledge there
are not many studies that use the same functional
test to measure physical condition, so we were unable
to compare our results better.
Conclusions
The conclusion of our study is the knowledge of the
relationship between PFT and BI, as we found a high
correlation between 3 functional tests and BI: leg
strength, triceps strength test and abdominal strength,
so we can affirm that there are a mild relationship
between level of dependency and strength. Other categories(flexibility, balance and aerobic condition) show low rela-
tionship with Barthel index.
Abbreviations
ADL: Activities of daily living; ID: Intellectual disabilities; BI: Barthel index;
PFT: Physical fitness test; PKE: Passive knee extension; CMF: Calf muscle
flexibility; AHF: Anterior hip flexibility; FSR: Functional shoulder rotation;
TST: Timed-stands test; PSUT: Partial sit-up test; SPU: Seated push-up;
HGT: Handgrip test; SLSEO: Single-leg stance with eyes opened;
SLSEC: Single-leg stance with eyes closed; FRT: Functional reach test;
2MST: Two-minute step test.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
AIC-V has made a contribution to the conception of this study. DP-C and
AIC-V drafted the protocol and manuscript. All authors read and approved
the final manuscript.
Acknowledgments
The authors are grateful to the volunteers for their participation.
Received: 30 May 2014 Accepted: 18 September 2014
Published: 22 September 2014
References
Bellace JV, Healy D, Besser MP, Byron T, Hohman L (2000) Validity of the Dexter
Evaluation System’s Jamar dynamometer attachment for assessment of hand
grip strength in a normal population. J Hand Ther Off J Am Soc Hand Ther
13:46–51
Birmingham TB (2000) Test-retest reliability of lower extremity functional instability
measures. Clin J Sport Med Off J Can Acad Sport Med 10:264–268
Bodde AE, Seo DC (2009) A review of social and environmental barriers to
physical activity for adults with intellectual disabilities. Disabil Health J
2:57–66, doi:10.1016/j.dhjo.2008.11.004
Boström C, Harms-Ringdahl K, Nordemar R (1991) Clinical reliability of shoulder
function assessment in patients with rheumatoid arthritis. Scand J Rheumatol
20:36–48
Brooks D, Hunter JP, Parsons J, Livsey E, Quirt J, Devlin M (2002) Reliability of the
two-minute walk test in individuals with transtibial amputation. Arch Phys
Med Rehabil 83:1562–1565
Burnstein BD, Steele RJ, Shrier I (2011) Reliability of fitness tests using methods
and time periods common in sport and occupational management. J Athl
Train 46:505–513
Carmeli E, Ayalon M, Barchad S, Sheklow SL, Reznick AZ (2002) Isokinetic leg
strength of institutionalized older adults with mental retardation with and
without Down’s syndrome. J Strength Cond Res Natl Strength Cond Assoc
16:316–320
Carmeli E, Bartur G, Peleg S, Barchad S, Vatine JJ (2006) Does passive leg activity
influence oxygen saturation and activity in sedentary elderly adults?
Sci World J 6:1075–1080, doi:10.1100/tsw.2006.199
Cuesta-Vargas and Pérez-Cruzado SpringerPlus 2014, 3:543 Page 6 of 6
http://www.springerplus.com/content/3/1/543Carmeli E, Imam B, Merrick J (2012) The relationship of pre-sarcopenia (low
muscle mass) and sarcopenia (loss of muscle strength) with functional
decline in individuals with intellectual disability (ID). Arch Gerontol Geriatr
55:181–185, doi:10.1016/j.archger.2011.06.032
Chou YC, Lee YC, Chang S, Yu APL (2013) Evaluating the supports intensity scale
as a potential assessment instrument for resource allocation for persons with
intellectual disability. Res Dev Disabil 34:2056–2063, doi:10.1016/j.
ridd.2013.03.013
Cid-Ruzafa J, Damián-Moreno J (1997) Disability evaluation: Barthel’s index. Rev
Esp Salud Pública 71:127–137
Cuesta-Vargas AI, Paz-Lourido B, Rodriguez A (2011) Physical fitness profile in
adults with intellectual disabilities: differences between levels of sport
practice. Res Dev Disabil 32:788–794, doi:10.1016/j.ridd.2010.10.023
Cuesta-Vargas AI, Solera-Martínez M, Ortega FB, Martinez-Vizcaino V (2013) A
confirmatory factor analysis of the fitness of adults with intellectual disabilities.
Disabil Rehabil 35:375–381, doi:10.3109/09638288.2012.694961
Duncan PW, Weiner DK, Chandler J, Studenski S (1990) Functional reach: a new
clinical measure of balance. J Gerontol 45:M192–M197
Edwards TB, Bostick RD, Greene CC, Baratta RV, Drez D (2002) Interobserver and
intraobserver reliability of the measurement of shoulder internal rotation by
vertebral level. J Shoulder Elb Surg Am Shoulder Elb Surg Al 11:40–42,
doi:10.1067/mse.2002.119853
Ekstrand J, Wiktorsson M, Oberg B, Gillquist J (1982) Lower extremity goniometric
measurements: a study to determine their reliability. Arch Phys Med Rehabil
63:171–175
Faulkner RA, Sprigings EJ, McQuarrie A, Bell RD (1989) A partial curl-up protocol
for adults based on an analysis of two procedures. Can J Sport Sci J Can Sci
Sport 14:135–141
Gajdosik RL, Rieck MA, Sullivan DK, Wightman SE (1993) Comparison of four
clinical tests for assessing hamstring muscle length. J Orthop Sports Phys
Ther 18:614–618, doi:10.2519/jospt.1993.18.5.614
Heller T, Sorensen A (2013) Promoting healthy aging in adults with
developmental disabilities. Dev Disabil Res Rev 18:22–30,
doi:10.1002/ddrr.1125
Hilgenkamp TIM, Reis D, van Wijck R, Evenhuis HM (2012) Physical activity levels
in older adults with intellectual disabilities are extremely low. Res Dev Disabil
33:477–483, doi:10.1016/j.ridd.2011.10.011
Hilgenkamp TIM, van Wijck R, Evenhuis HM (2011) (Instrumental) activities of daily
living in older adults with intellectual disabilities. Res Dev Disabil
32:1977–1987, doi:10.1016/j.ridd.2011.04.003
Hong J, Barnes MJ, Leddon CE, Van Ryssegem G, Alamar B (2011) Reliability of
the sitting hand press-up test for identifying and quantifying the level of
scapular medial border posterior displacement in overhead athletes.
Int J Sports Phys Ther 6:306–311
Lin LP, Hsia YC, Hsu SW, Loh CH, Wu CL, Jin JD (2013) Caregivers’ reported
functional limitations in activities of daily living among middle-aged adults
with intellectual disabilities. Res Dev Disabil 34:4559–4564, doi:10.1016/j.
ridd.2013.09.038
Mahoney FI, Barthel DW (1965) Functional evaluation: the Barthel index. Md State
Med J 14:61–65
Mahy J, Shields N, Taylor NF, Dodd KJ (2010) Identifying facilitators and barriers
to physical activity for adults with Down syndrome. J Intellect Disabil Res
JIDR 54:795–805, doi:10.1111/j.1365-2788.2010.01308.x
Maring JR, Costello E, Birkmeier MC, Richards M, Alexander LM (2013) Validating
functional measures of physical ability for aging people with intellectual
developmental disability. Am J Intellect Dev Disabil 118:124–140,
doi:10.1352/1944-7558-118.2.124
Newcomer KL, Krug HE, Mahowald ML (1993) Validity and reliability of the
timed-stands test for patients with rheumatoid arthritis and other chronic
diseases. J Rheumatol 20:21–27
Portney LG, Watkins MP (2009) Foundations of clinical research: applications to
practice. Pearson/Prentice Hall, Upper Saddle River, N.J
Prata MG, Scheicher ME (2012) Correlation between balance and the level of
functional independence among elderly people. São Paulo Med J Rev Paul
Med 130:97–101
Shields N, Taylor NF, Wee E, Wollersheim D, O’Shea SD, Fernhall B (2013) A
community-based strength training programme increases muscle strength
and physical activity in young people with Down syndrome: a randomised
controlled trial. Res Dev Disabil 34:4385–4394, doi:10.1016/j.ridd.2013.09.022
Takahashi H, Sassa T, Shibuya T, Kato M, Koeda M, Murai T, Matsuura M, Asai K,
Suhara T, Okubo Y (2012) Effects of sports participation on psychiatricsymptoms and brain activations during sports observation in schizophrenia.
Transl Psychiatry 2:e96, doi:10.1038/tp.2012.22
Taylor AH, Cable NT, Faulkner G, Hillsdon M, Narici M, Van Der Bij AK (2004)
Physical activity and older adults: a review of health benefits and the
effectiveness of interventions. J Sports Sci 22:703–725, doi:10.1080/
02640410410001712421
Temple VA, Frey GC, Stanish HI (2006) Physical activity of adults with mental
retardation: review and research needs. Am J Health Promot AJHP 21:2–12
Van Schijndel-Speet M, Evenhuis HM, van Wijck R, van Empelen P, Echteld MA
(2014) Facilitators and barriers to physical activity as perceived by older
adults with intellectual disability. Intellect Dev Disabil 52:175–186,
doi:10.1352/1934-9556-52.3.175
Wu CL, Lin JD, Hu J, Yen CF, Yen CT, Chou YL, Wu PH (2010) The effectiveness of
healthy physical fitness programs on people with intellectual disabilities
living in a disability institution: six-month short-term effect. Res Dev Disabil
31:713–717, doi:10.1016/j.ridd.2010.01.013
doi:10.1186/2193-1801-3-543
Cite this article as: Cuesta-Vargas and Pérez-Cruzado: Relationship
between Barthel index with physical tests in adults with intellectual
disabilities. SpringerPlus 2014 3:543.Submit your manuscript to a 
journal and beneﬁ t from:
7 Convenient online submission
7 Rigorous peer review
7 Immediate publication on acceptance
7 Open access: articles freely available online
7 High visibility within the ﬁ eld
7 Retaining the copyright to your article
    Submit your next manuscript at 7 springeropen.com
